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patient complained of distressing tinnitus, referred to both ears and the 
head generally. 

The antitoxin serum exerted an obviously favorable influence upon 
the condition of the throat, but failed to arrest processes involving the 
labyrinth and the subconjunctival lymph-spaces that had already made 
some progress. 


CHRONIC CONTRACTION OF THE PROSTATIC FIBRES ENCIR¬ 
CLING THE VESICAL NECK AND ITS TREATMENT. 1 

By Eugene Fuller, M.D., 

PROFESSOR OK VENEREAL AND GENITO-URINARY SURGERY AT THE NEW YORK POST-GRaDUATE 
MEDICAL SCHOOL; VISITING GENITO-URINARY BURGEON TO THE CITY HOSPITAL. 

If one examines the writings of Civiale, Roux, Velpeau, Caudmont, 
and other contemporary French genito-urinary authors, he will find 
much space allotted to what is termed by some of them neuralgia of the 
vesical neck, by others contraction of the vesical neck. The words 
“ nevralgie” and “ contracture” used by these writers are expressive of 
like conditions. Keyes, in his book, commenting on the meaning of 
neuralgia in this connection, states: “ The French expression ‘ nevral¬ 
gie ’ does not necessarily include the idea of pain, but signifies simply a 
nervous disorder, functional, not organic.” Contraction of the vesical 
neck is used much in the sense of spasm of the vesical neck, the only 
difference being that spasm is supposed to represent a momentary con¬ 
dition of tonicity of the muscular apparatus surrounding the deep 
urethra, while contraction is indicative of a tonicity somewhat more 
lasting. Slade, who studied under Caudmont (Boafon Medical and Sur¬ 
gical Journal, July 5,1855), in trying to explain the difference between 
these two expressions says: “ Contraction is distinct from spasm, which 
is essentially temporary. Although the former may commence with 
spasm, and may also be complicated by it, contraction comes on slowly, 
and generally disappears in like manner.” 

Contraction in the French sense is entirely a functional condition. 
It is not permanent, and it is associated with no pathological change 
in connection with the vesical neck. These terms are little used at 
present, since it is now known that they do not represent true diseased 
conditions, but only reflex vesical symptoms which frequently attend 
various pathological states of the sexual apparatus, the rectum, the 
kidneys, etc. 

The condition which I am now to describe as chronic contraction of 
the prostatic fibres encircling the vesical neck represents a pathological 
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change in the part, and is consequently totally different from anything 
mentioned in the French literature, reference to which has just been 
made. I am convinced, however, that this condition of chronic con¬ 
traction bears a relationship to the functional one in that it represents 
a pathological state which may apparently result from functional con¬ 
traction or sp asm in cases where, owing to some settled disorder of the 
sexual apparatus, the rectum, the kidney, or other part, functional con¬ 
traction of the vesical neck has existed as a prominent symptom for a 
long period. The lesion in these cases of chronic contraction can be 
compared with that in connection with the sterno-cleido-mastoid muscle 
in chronic torticollis. It is permanent, rigid, and unrelaxable even under 
profound ansesthesia. If a boutonniere perineal incision be made while 
a patient of this description is under an anaesthetic, and the forefinger 
of the surgeon passed through the opening made in the floor of the 
membranous urethra backward, in an attempt to enter the bladder, the 
finger-tip will find itself tightly engaged in a ring-like contraction in 
the deeper portion of the prostatic urethra, where under normal circum¬ 
stances the canal should be wide, funnel-shaped, and elastic, merging 
itself into the vesical cavity in such a manner that it is impossible 
simply from the feel to determine just where the urethra ends and the 
bladder begins. A contraction of this nature, as I have said, is large 
enough in my experience to admit the tip of the forefinger, and con¬ 
sequently its calibre is so nearly that of the anterior urethra that its 
presence cannot be detected by means of a good-sized sound passed 
along the urethra. If the surgeon feels carefully with his finger-tip he 
will discover the urethra just in front of the circular contraction to be 
roomy and somewhat pouched. The mucous membrane of the entire 
portion of the deep urethra will ordinarily feel perfectly normal and 
free from any evidences of previous inflammation. If now an attempt be 
made to crowd the finger-tip through the contraction and into the blad¬ 
der, it will be found either impossible or only possible as a result of 
tearing apart the circular bands. In cjl:s the circular bands cannot be 
ruptured they can be cut along the floor of the urethra, thus allowing 
the finger to slip into the bladder and to thoroughly explore the vesical 
neck. It will then be appreciated that there is no hypertrophy of the 
prostate, an absence of which should also have been suspected from a 
failure to find evidences of any enlargement from previous digital rectal 
exploration. After the contraction has been thoroughly ruptured or 
cut through, little evidence will be left to the feel to indicate the nature 
of the lesion which previously existed. 

I have so far been unable to procure an histological examination of 
the unusual condition I have described, since all my patients suffering 
in this manner have recovered as the result of operation. 

The clinical symptom prominent in cases of this nature, and in fact 
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it might be said the only true symptom dependent on the lesion itself, 
consists in an inability, either complete or partial, to void urine. This 
inability is of gradual development. It generally begins as a hesitancy 
in starting the stream, and then as the act of urination approaches com¬ 
pletion there is a dribbling, due apparently to a lack of control over 
the vesical sphincter, together with a feeling that a want of power 
exists to completely empty the bladder. This complaint is at first inter¬ 
mittent in character, but after a time it becomes permanent. Next in 
order, the patient experiences temporary attacks of complete retention. 
For a number of hours he may be unable to urinate. Early attacks of 
this nature may pass off of themselves as a result of rest, sitting in hot 
water, etc., but after a time it will be found necessary to employ a cath¬ 
eter and to empty the bladder on one or several occasions before nature 
will reassert herself. Finally, all power to urinate naturally is lost, and 
permanent recourse to the catheter is necessary. If pain or other symp¬ 
toms be present they are due either to the existence of some disorder of 
the sexual apparatus, kidney, etc., which has acted as the originator of 
the trouble at the vesical neck, or else to vesical infection, which has 
resulted from instrumentation or stagnation of urine consequent on the 
retention. This train of symptoms is of slow development, and three, 
four, or perhaps more years may intervene between the time when the 
first difficulty in connection with urination was noticed and retention 
occurs. 

A diagnosis of this condition has to be made largely from the clinical 
history of the case, together with an exclusion of other causes for im¬ 
pediment to urination which present tangible evidences of their pres¬ 
ence, the only positive evidence that chronic contraction exists being 
afforded by the feel represented to the finger-tip introduced through a 
perineal incision while the patient is under an anaesthetic. If, however, 
one studies the clinical history of his cases carefully and thoroughly 
eliminates the causes of retention which present tangible evidences, he 
can make himself fairly positive of the diagnosis before resort is had to 
operation, which serves the double purpose of settling the diagnosis and 
of correcting the disease. In a considerable majority of instances a 
clinical history of sexual disorders, associated with vesical irritability, 
will be found to have existed and for years to have been a cause for com¬ 
plaint. If in these cases an examination of the seminal vesicles be made 
by the educated finger introduced into the rectum, evidences of existing 
or past seminal vesiculitis will be discovered. Perhaps next in order a 
clinical history of chronic pyelitis or renal inflammation, such os might 
be caused by a calculus, associated with frequent and urgent urination due 
to reflex nervous action, will be found to have existed for years before 
vesical insufficiency has been finally established. I have never as yet 
seen a case where the previous history of rectal disease accompanied by 



fuller: contraction of the vesical neck. 443 


vesical spasm has been the forerunner of chronic contraction of the 
prostatic fibres encircling the vesical neck. I believe that instances of 
this description do exist. Generally, however, where rectal disease is 
supposed to account for persistent vesical spasm, the trouble is really in 
the seminal vesicles and not at all in the rectum. Vesical calculus and 
chrome cystitis might possibly act as causative agents by reason of the 
persistent tenesmus they occasion. I know of one instance where last¬ 
ing and complete retention resulted from a chronic contraction in which 
the only assignable contributing cause for the prostatic lesion lay in a 
habit which the afflicted individual had accustomed himself to for years 
of holding his urine persistently for long intervals against the dictates 
of nature. Gradually his vesical sensibilities became blunted to a 
marked degree, and chronic retention established itself as a final result. 
A history of this case will be detailed further on. 

After the aid derived from the clinical history the next step is to 
exclude other possible causes for retention. Organic stricture of the 
urethra should be demonstrated to be absent. Rectal exploration should 
fail to detect inflammatory enlargement of the prostate or extensive 
induration of the post-prostatic connective tissue. Senile prostatic hyper¬ 
trophy should be excluded as far as it is possible to do so by the rectal 
feel and also by the age of the patient, since most instances of chronic 
contraction occur in persons between twenty-five and fifty years of age. 
Disease of the spinal cord should be eliminated. Vesical atony, of 
course, is present in the great majority of cases where obstructive reten¬ 
tion has existed, so that dependence on a catheter has become necessary 
Atony of this description, however, always gradually disappears after 
the removal of the obstruction. Atony dependent on spinal paralysis 
persists as long as the paralysis exists. So vesical paralysis is significant 
and lasting only when it depends on disease of the spinal cord. An 
endoscopic examination of the urethra should be made to see that a 
papilloma does not exist. A cystoscopic view of the bladder should 
also be taken on general principles. After these eliminative examina¬ 
tions the question remains of deciding whether the condition which sup¬ 
posedly exists at the vesical neck is a muscular contraction capable of 
being relaxed if the exciting cause is removed, or whether it is a chronic 
contraction, such as I have described, which is incapable of relaxation. 
The case should accordingly be examined to see if a cause exists such 
as may occasion a reflex muscular spasm or contraction at the vesical 
neck. If such is found it should be removed or so modified that it no 
longer produces reflex spasm. Thus if seminal vesiculitis, pyelitis, 
rectal disease, or other condition capable of acting in like manner, is 
discovered, it should be treated. 

If no cause can be found productive of spasm at the vesical neck, or 
if the symptoms of retention or difficulty in voiding urine persist after 
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such cause has been removed by treatment, then it is advisable for the 
surgeon to make a perineal boutonniere incision, and, by means of the 
evidence furnished to the finger-tip, to make positive the diagnosis which 
his preliminary study had made most probable. 

The only treatment for chronic contraction of the prostatic fibres 
encircling the vesical neck which in my experience has shown any 
favorable results consists in thoroughly rupturing or in cutting through 
them. This can be accomplished by means of the finger or the knife, 
as the case may be, introduced through a perineal incision. Perineal 
vesical drainage should be practised after the operation. Treatment 
such as this at my hands has been followed by complete disappeai ance 
of all subjective symptoms. 

From a considerable number of cases of this disease upon which I 
have operated I will detail the clinical histories of the four following 
by way of illustration : 

Case I., forty-two years of age; first seen by me in the spring of 
1895. His complaint then was a difficulty in voiding his urine. On 
some occasions his stream would be of fair volume, but at the best it 
would always end with a dribble, accompanied with a sensation as if the 
bladder were not emptied. Oftentimes on feeling a desire to urinate he 
would find himself able to void little, if any, on first making the 
attempt; but after repeated trials and a delay of an hour or so mic¬ 
turition would finally be accomplished. His idea was that any violent 
effort, exposure to cold, or undue excitement, would be capable of caus¬ 
ing a temporary inability to urinate. On most occasions at the end of 
micturition there was a burning sensation extending along the anterior 
urethra. When this sensation was intense it was at times associated 
with a dull pain in the suprapubic region as well in the perineum. Ou 
two or three occasions before being first seen by me his retention had 
been severe and lasting enough to require the use of a catheter. This 
use of the catheter had been followed by a cystitis on each occasion. 
His urine when he presented himself was free from pus and showed no 
evidences of renal disease. He was married and had one child about 
ten years of age. Had had gonorrhoea and syphilis, so he stated, 
before marriage. His urinary symptoms had been coming on for a 
number of years, and were gradually increasing in intensity. He spent 
fully one-third of the days each month in bed, as he felt the rest and 
warmth afforded by this treatment essential to stave off the attacks of 
retention. All through his early life he had been unduly amorous, and 
had indulged himself sexually to an excess. Latterly the sexual act 
had become very exhausting to him, and ejaculation had been followed 
by pain. For some years before the symptoms of urinary retention had 
developed there had been frequent and urgent urination. Previously 
to consulting me he had visited many surgeons. Hi9 treatment had 
been anterior injections, endoscopic applications, and sounds. These 
methods had, in his opinion, aggravated rather than improved his con¬ 
dition. I examined him most carefully. He had no spinal disease. 
He had some vesical atony. His kidneys were not misplaced or 
enlarged. Rectal examination showed the prostate to be apparently 
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normal. There were evidences of seminal vesiculitis of long standing 
in connection with both sacs. There was no stricture. The deep urethra, 
however, was excessively hypenesthetic. My diagnosis lay between 
spasmodic muscular contraction of the vesical neck, dependent on the 
seminal vesiculitis, and a chronic contraction of the prostatic fibres 
encircling the vesical neck, with the seminal vesiculitis existing as a 
predisposing cause. In order to settle this final question of diagnosis 
I subjected the seminal vesicles to a course of stripping, in order so to 
improve the vesiculitis that the symptoms at the vesical neck would 
disappear, provided they were due to reflex muscular contraction. 
After this the patient improved much sexually, but still his symptoms 
of retention persisted. I then made my diagnosis, and advised perineal 
section. This diganosis and opinion, however, was actively opposed by 
other medical authorities, who considered the case one of neurasthenia. 
I felt that this opposition was natural and just, as all I could advance 
to back up my own opinion was my personal authority. I accordingly 
thought it best to allow the case to be treated as one of neurasthenia, 
and quietly to await developments. In the spring of 1896 I was noti¬ 
fied that as the result of an attack of complete retention no urine had 
been passed for ten days without the aid of a catheter; that the bladder 
had become infected; that the temperature was then ranging about 
104°, and that suppression was threatened. There was then no opposi¬ 
tion to operation. I performed perineal section and found a marked 
chronic contraction of the vesical neck. This I thoroughly cut through, 
as it was too fibrous to tear. The bladder was then drained through a 
perineal tube. The patient niude a perfect recovery, and now, a year 
after the operation, he can pass a full, even, and forcible stream. 

Case II., twenty-seven years old; of good general physique; reported 
to me about one year ago, his complaint being repeated attacks of com¬ 
plete retention of urine. His stream for the last two years had at all 
times lacked force. He generally had some difficulty in starting it. 
The act also usually ended in a dribble. The calibre of the stream was 
often considerable. Drinking beer, exposure to cold, or any undue 
excitement would result in complete or threatened retention. Threat¬ 
ened retention might be averted by sitting in hot water. For complete 
retention on many occasions the use of a catheter had been necessary in 
order to obtain relief. He had had gonorrhoea eight years before. The 
rectal feel showed the prostate to be normal, but both seminal vesicles 
to be the seat of chronic inflammation, the origin of which was prob¬ 
ably from the gonorrhoea. Ever since his gonorrhoea he had had some 
urinary urgency. He reported that his urine had been clear till the 
last six months. For his urinary urgency he had been treated for spas¬ 
modic stricture by means of large sounds, deep injections, and electro¬ 
lysis. He had never received any apparent benefit, however, from such 
methods. About six months before seeing me, being seized with reten¬ 
tion in a strange neighborhood, the urethra had been severely lacerated 
in an unskilful attempt at catheterization. This injury had been fol¬ 
lowed by fever and a persisting purulency of the urine. On ex aminin g 
his urethra I found a false passage on the floor of the membranous por¬ 
tion. In practising care in avoiding this false passage, however, a full- 
sized steel instrument entered the bladder, showing an absence of stric¬ 
ture. His urine showed no evidence of pyelitis. It was, however, foul 
and amtuoniacal. It contained pus and bladder epithelium. He was 
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apparently on all occasions unable to wholly empty his bladder. From 
his history I judged that the vesical infection dated from the urethral 
traumatism which occurred six months previously. I performed perineal 
section, and then discovered the existence of a marked chronic contrac¬ 
tion of the prostatic fibres encircling the vesical neck, a condition which 
I had strongly suspected. The contraction was so rigid that I had to 
cut it through on the floor. I also cut out the false passage and drained 
the bladder. The patient made a perfect recovery, and can now pass 
his urine normally. 

Case III., forty-five years of age, when first seen by me was entirely 
dependent on a catheter, and had been so for nine months, during which 
time he had not voided any urine voluntarily. Was married, and had 
never had any venereal disease. He was a market gardener, and for 
years his custom had been to cart produce to market. During these 
trips it had been his habit to hold his urine, no matter how much urgency 
to urinate there might be, until he reached his home. He so accustomed 
himself to holding back his urine that finally he apparently experienced 
little desire to urinate until the bladder became very tense. Nine 
months before great over-distention had oocurred, and a catheter had 
to be employed. The bladder had never since shown any signs of recov¬ 
ering its function. For a month or so he had experienced little incon¬ 
venience from catheter life. The urethra was patulous and the bladder 
tolerant. He had never washed his bladder or cleansed his catheter. 
Consequently after a time the bladder had become foul and a phosphatic 
stone had formed, so that when he came to me he was in great vesical 
distress. Examination showed no stricture and no prostatic enlarge¬ 
ment, but a vesical calculus, intense cystitis, and some renal tenderness, 
which suggested an ascending nephritis. 

Litholapaxy in a case of this description was not advisable, as remov¬ 
ing the calculus would only result in temporary relief. I accordingly 
performed perineal section, and discovered a marked chronic contrac¬ 
tion of the prostatic fibres encircling the vesical neck to be the cause 
of the retention. These I thoroughly cut through. I then extensively 
dilated the vesical neck, removed the calculous deposit, and inserted a 
perineal drainage-tube, which was kept in place until all evidence of 
vesical infection had disappeared. The patient made a complete recovery. 

Case TV., thirty-five years of age, thin and wasted, consulted me for 
the first time in October, 1896. His complaint then was that he was 
forced to urinate about every fifteen minutes by day and every hour by 
night. The act was accompanied by painful tenesmus, but very little 
was voided at a time, and this with apparent difficulty. Between the 
acts of urination there was considerable dribbling, so that his clothing 
was wet and offensive. His urine, although acid in reaction, was 
extremely foul-smelling and loaded with pus and albumin. It also 
contained a few red blood-corpuscles. He was so weak that it was with 
much difficulty that he came to my office. Ten years previously he had 
had gonorrhoea, duringthe course of which he stated that retention of 
urine had occurred. He went to a hospital in Warsaw, and for four 
weeks he had to be catheterized. Since that time, although he had 
never been perfectly comfortable as regards his urinary act, still he had 
been able to follow his vocation of tailoring till about eight months pre¬ 
viously, when, as a result apparently of exposure, he was again seized 
with retention. Dating from this last retention he had been in constant 
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distress, suffering from the symptoms of urinary urgency which I have 
described. He had been treated by vesical lavage and by the passage 
along the urethra of large sounds, but the treatment he had had seemed 
to him to have aggravated rather than relieved his condition. Examina¬ 
tion showed the prostate to the rectal feel to be normal. There was no dis¬ 
ease of the seminal vesicles. There was no stricture; no vesical calculus. 
There was considerable vesical atony and an inabiity to expel the last 
four ounces of the vesical contents. If the bladder were emptied by 
means of the catheter, blood would appear in the last half ounce passed, 
due to vesical tenesmus in connection with an empty condition of the 
bladder. As the result of careful study, the steps of which it is not 
here necessary to detail, I diagnosed hydropyonephrosis in connection 
with the left kidney. The spasmodic condition of the bladder I held to 
be due to the condition of the kidney. I also thought that the long¬ 
standing spasmodic contraction at the vesical neck might have resulted 
in a permanent condition of chronic contraction. If the contraction at 
the vesical neck had not become chronic I argued that a removal of the 
diseased kidney would be followed by a complete cure of the vesical 
condition ; but if, on the other hand, the contraction had become chronic 
and permanent, then I considered the patient would be wholly cured 
only by a perineal section and a division of the contraction done as a 
secondary operation. Accordingly, in October, 1896, at the Post-Grad¬ 
uate Hospital, I did the renal operation. I found the left kidney mark¬ 
edly involved by hydropyonephrosis. The corresponding ureter was 
also dilated to the calibre of the small intestine. 1 removed both the 
kidney and the ureter. The patient made a good recovery and left the 
hospital at the end of four weeks. All his symptoms of vesical tenes¬ 
mus left him as a result of the renal operation. His vesical insuffi¬ 
ciency, however, remained. It was with the greatest difficulty that he 
could void urine, the removal of the element of tenesmus apparently 
serving to make the bladder seem weaker than before. In January 
last I had him re-enter the hospital. I then performed a perineal 
section and discovered a very marked chronic contraction of the pros¬ 
tatic fibres encircling the vesical neck, which I cut through on the floor. 
A large perineal tube was inserted and kept in place for ten days. The 
patient recovered. His urine is now clear and normal. He can empty 
his bladder completely, and his acts of urination are normal and perfect. 

I have not been able to find any literature which apparently covers 
the ground of this paper. Belfield, however, may have had in mind a 
condition somewhat similar to the one I have described, although such 
does not seem probable, when he wrote his article on diseases of the 
prostate in Morrow’s System, of Genito-Urinary Diseases, etc., in which 
he speaks as follows of a condition called by him hypertrophy of the 
prostatic sphincter: “ By this tentative term I have designated a morbid 
condition hitherto unrecognized in standard works. Post, of Boston, 
has described it in one case as a ‘ fibrous ring ’ in the prostatic urethra. 
Neither name is founded upon post-mortem examination, and both may 
hereafter be shown to be inaccurate.” 

As a clinical illustration, Belfield cites the case of a boy, nineteen 
years of age, who had had cystitis as long as he could remember, asso¬ 
ciated with frequent and painful micturition. On making a urethral 
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examination, a sound was arrested in the prostatic urethra by an 
obstacle that permitted only a fine bougie to pass. On making a perineal 
section, the author says: “The finger introduced through the incision 
found the distal end of the prostatic urethra closed and resisting all the 
force that could be safely applied; by means of conical bougies and 
forceps the channel was gradually dilated until the finger passed the 
obstruction, which was found to be a band of firm tissue surrounding 
the outer third of the prostatic urethra.” 

In this condition described by Beifield, a tight stricture of the pros¬ 
tatic urethra existed. In the condition I have illustrated no narrowing 
of the prostatic urethra has been found sufficient to prevent the passage 
into the bladder of a sound as large as the anterior urethra can take. 
In Belfield’s ca3e also the lesion complained of might be supposed to be 
a congenital one, since it occurred in a boy of nineteen years, who from 
his history had suffered from it as long as he could remember. The 
lesion I have described is apparently an acquired one, and in all cases 
has seemed to have been preceded by a condition of long-standing mus¬ 
cular spasm of the part. I have looked up Post’s case, to which Bei¬ 
field refers (.Boston Medical and Surgical Journal, April 23, 1891), and 
which he takes to be representative of what he has called hypertrophy 
of the prostatic sphincter. This case of Post’s certainly has nothing in 
common with what I have designated as chronic contraction of the pros¬ 
tatic fibres encircling the vesical neck, and consequently furnishes 
another good reason for supposing that the condition referred to by 
Beifield bears no relation to what I have described. In speaking of the 
examination of the prostate per rectum in his case. Post says: “ The 
enlargement was slightly more prominent on one side, but perfectly 
smooth, and so large that the finger could not reach beyond its upper 
border.” It is a feature of the condition I have described, that the 
examination per rectum shows no prostatic enlargement. In Post’s case 
no instrument could be made to enter the bladder. There was a history 
of perineal traumatism in early life. On making perineal section and 
cutting through the hypertrophied prostate, Post says: “ In hardness it 
resembled most closely a fibrous tumor, and as such I believe it ought 
to be classed.” 

Bangs (Annals oj Surgery, April, 1893) has mentioned an interesting 
case of prostatic hypertrophy in a man, fifty-nine years old, complicated 
■with vesical calculus and retention, in which no relief followed supra¬ 
pubic cystotomy, by which the stone and projecting prostatic outgrowths 
were removed, but which he subsequently completely relieved, restoring 
also the function of micturition, by means of a perineal section and 
Dolbeau’s dilator. The condition of rigidity of the prostate associated 
with senile hypertrophy has, however, no probable relation to what I 
have described. 



